RHINOSCOPIC CLINIC
Because of its posterior location and intimate proximity to the internal carotid artery, optic nerve, and skull base, the sphenoid sinus was the last paranasal sinus frontier to be frequently approached surgically. Surgical approaches to the sphenoid sinus became more accepted in the early 1900s as intranasal techniques improved. The use of the endoscope and then powered instrument techniques introduced in the 1990s 1 have made sphenoid sinus surgery widely accepted.
The sphenoid sinus has been described as the most variable, in shape and size, of any bilateral cavity or organ in the human body. 2 In early anatomic studies, the internal carotid artery was found to indent the posterolateral wall of the sphenoid sinus in approximately 65% of specimens. 3 Also, bony wall dehiscence over the internal carotid artery was not an uncommon finding in large studies 4 ( figure, A) . Because of the important anatomic structures indenting the lateral wall of the sphenoid sinus, entry into it should always be done through an inferior and medial approach when dissection is carried out through the ethmoid sinus. Visualization of the lateral sphenoid wall can then be carried out with an angled endoscope (figure, B and C) to be sure that the internal carotid is not dangerously bulging into or dehiscent into the sinus cavity.
When the sphenoid dissection is carried out transnasally through the natural sphenoid ostium or through the anterior wall of the sphenoid sinus, similar precautions should be carried out before any lateral dissection is performed. Any soft-tissue biopsy or tissue removal in the lateral portion of the sphenoid sinus should be approached with extreme caution and good visualization because of possible dehiscence over the internal carotid artery ( figure, D) . 
